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Articles on similar topics can be found in the following collections RESEARCH PAPER Support for and reported compliance with smoke-free restaurants and bars by smokers in four countries: findings from the International Tobacco Control (ITC) Four Country Survey R estrictions on smoking in public indoor areas and workplaces are increasingly becoming normative in many countries. [1] [2] [3] [4] [5] There is variation between and within countries where smoking is prohibited and in the strategies used to achieve this. In some cases, jurisdictions have imposed smoke-free workplace laws, but in many, various kinds of recreational venues have been exempted, including restaurants and drinking establishments. In other jurisdictions, information about the health consequences, coupled with threats of litigation under generic occupational health and safety laws, have resulted in the voluntary implementation of smoke-free policies in workplaces. 6 However, this quasi-voluntary approach has not typically generalised to recreational venues. In some places, most notably in Australia, smoking in restaurants has been extensively restricted, while in the UK, it remains largely unregulated. Neither country has any extensive restrictions in bars. In Canada and the USA, there now exists a patchwork of state (province) and local laws that limit smoking in restaurants and to a lesser extent in bars. The continuing problem of smoking in recreational venues has resulted in pressure on states, or lesser jurisdictions within states, to legislate to ban smoking where it is still allowed.
Research on the implementation of legislative bans on smoking in restaurants (and to a lesser extent, bars) has found that bans are accepted 7-10 and complied with, 7 11 and that bans do not result in any loss of sales. [12] [13] [14] [15] [16] There is considerable support for restrictions in all four countries (or parts thereof). 10 17-20 Ascertaining actual levels of support is not possible as question wording affects responses. 21 That said, some broad cross country generalisations are warranted. Overall, smokers are less supportive of restrictions, particularly of complete bans, than non-smokers. Support for smoke-free restaurants is consistently higher than for bars. Levels of support among smokers for both restaurants and bars have increased over at least parts of the last 10 years, especially among smokers. 22 23 There is also evidence from some of the countries that increases in support over time occur both before 24 25 and after 5 10 smoke-free areas have been legislated.
Examining variation in support and compliance for smokefree policies by country is valuable because it can provide insights as to what countries can expect as smoke-free policies are implemented. Consumer views are an important determinant of government action, and of the extent to which people will comply with laws. While governments (or in some cases individual businesses) control the implementation of bans, the views of smokers can affect both their implementation and maintenance. We tested four predictions in this study. First, we predicted that support for bans would be strongest where bans were already in place based on previous research showing such effects for workplaces 5 26 27 and restaurants. 8 Second, we predicted that there would be high levels of compliance among smokers to total bans, consistent with past research. 7 28 Third, we predicted that support for bans would be related to both beliefs about the harms of passive smoking and frequency of thoughts about the harm of smoking to other people, based on the presumed importance of both relevant beliefs and the frequency of these beliefs being accessed. Fourth, we were interested in exploring country specific effects, both differences in levels of key outcomes, and in factors associated with them. We predicted that countries with the most extensive restrictions would have the smokers who were most supportive of, and compliant with, smoke-free policies. We also explored whether age, sex, and cigarette consumption affected support for bans. We expected that younger smokers would be more likely to attend these venues, but had no a priori predictions as to their level of support.
METHODS

Participants
The sample for the present study is 9046 smokers aged at least 18 years who were recruited in October to December 2002 to be part of a cohort study. There were similar sized samples from each of the four participating countries: the United States, Canada, the United Kingdom, and Australia. Table 1 shows the age and sex composition of the sample. There were age differences between the four country samples, with Australia having a greater number of respondents under 24 years and UK having a greater number of respondents over 55 years. Females were over-represented as male smoking prevalence is at least as high if not higher in all four jurisdictions. Cooperation rates using American Association for Public Opinion Research (AAPOR) criteria 29 were high for a survey of this kind: USA 77.0%, Canada 78.5%, UK 78.7%, and Australia 78.8%.
Procedures
The study population comprised smokers interviewed for the International Tobacco Control Four Country Survey (ITC-4). The ITC-4 is a cohort survey of adult smokers that is designed to evaluate tobacco control policies that are likely to be implemented in at least one of the four participating countries. Survey waves are being conducted every 8-12 months over a five-year period. The survey fieldwork was conducted using computer-assisted telephone interview by two research firms: Roy Morgan Research (Melbourne) for Australia and UK, and Environics Research Group (Toronto) for USA and Canada. It was conducted in English, or in French if desired in the francophone areas of Canada. Strict protocols were developed and implemented to ensure equivalence of methods across the two companies and the four countries. Using a stratified random-digit dialling procedure, households were contacted and screened for adult smokers with the next birthday who would agree to participate in the study. Those who agreed were rescheduled for an in-depth 40-minute phone survey a week later and were sent a cheque to compensate for their time. These participants were asked to respond to questions related to tobacco control policies, smoking behaviour, and associated psychosocial predictors.
Measures
Reported smoking restrictions were assessed for both restaurants and bars using the following questions: ''Which of the following best describes the rules about smoking in restaurants and cafés where you live?'' and ''Which of the following best describes the rules about smoking in drinking establishments, bars, and pubs where you live?'' Response choices for restaurants were: (1) smoking is not allowed in any indoor area; (2) smoking is allowed only in some indoor areas; (3) smoking is allowed in all indoor areas; and (4) every restaurant, café has its own rules. For bars, the response choices were only the first three for restaurants. Respondents were asked whether they had been to these venues in the last six months. If the answer was yes, the person was asked, ''The last time you did so, did you smoke indoors?'' (reported compliance). Attitudes to smoking restrictions were assessed using the question: ''For each of the following public places, please tell me if you think smoking should be allowed in all indoor areas, in some indoor areas, or not allowed indoors at all?'' Daily cigarette consumption was derived from respondents' answers to questions related to whether they smoked daily, weekly or monthly and the average number of cigarettes smoked, including both factory made and rollyour-own cigarettes. Respondents were also asked how often in the last month they had thought about the harm their smoking might do to other people, and to indicate Yes or No to the question: ''Does smoking cause lung cancer in nonsmokers from secondhand smoke?''
Extent of smoking restrictions in the four countries
Defining extent of legislative restriction is complex. We defined documented extensive restrictions to mean that there was legislation stating that no smoking was allowed, except in the case of bars, for separately ventilated areas. For restaurants, we expected all eating areas to be smoke-free, but did not extend this requirement to bar areas within restaurants. We were only able to document this at the national and state (province) level, so local ordinances are ignored in our index of documented restrictions. Across the four countries, there were considerable differences in the level of smoking restrictions in restaurants and bars at the time of the survey (October to December 2002). Australia had extensive restrictions in restaurants in all jurisdictions except the Northern Territory (n = 25). In the USA, five states-South Dakota (n = 5), Utah (n = 17), California (n = 227), Oregon (n = 31), and Vermont (n = 7)-had extensive restaurant smoking restrictions, and one-Delaware (n = 4)-enacted them during the survey period (restrictions coded differently based on ban date). In addition, in some other states there were local restrictions at the city or municipality level. 30 In Canada, several provinces-British Columbia (n = 221), Newfoundland (n = 40), Nova Scotia (n = 77), and Prince Edward Island (n = 12)-and some local municipalities in other provinces, had extensive restrictions in restaurants. There were no legislative bans in the UK.
Smoking bans in bars were less common in all countries. In the USA, a few dozen localities (not documented) and the entire state of California prohibited smoking in bars at the time of the survey, and Delaware enacted a ban during the survey period. 30 Some local restrictions in bars also existed within some Canadian provinces, particularly in British Columbia. There were no legislated bans in either the UK or Australia.
Weighting procedures
In order to provide the best possible prevalence estimates for each country, we constructed survey weights. These weights were constructed from basic sampling weights (reciprocals of estimated inclusion probabilities) by an adjustment for geographic stratum non-response and stratum attrition between recruitment and main surveys, followed by calibration in each country to national smoker prevalence estimates for groups defined by demographic categories in that country.
A full description of the weighting methodology is available at http://www.itcproject.org.
Statistical analysis
SPSS for Windows, version 11.5, was used for all analyses. Percentages reported in tables for Australia, UK, USA, and Canada were based on weighted data except where indicated. Pearson's x 2 tests for categorical variables and analysis of variance for continuous variables were employed to examine differences across countries in various variables of interest. Logistic regression was undertaken to estimate the odds ratios for each independent variable of interest while adjusting for the other independent variables. For the main analyses, we focus on those respondents who reported having been to the venues in the last six months because the views of such respondents were of more relevance than of those who rarely, if ever, frequented such establishments. Also, we had included, whenever possible, in all our models the levels of both reported and documented venue restrictions to control for their potential confounding. For predictive analyses, we used a square root transformation to normalise the data on cigarette consumption. This resulted in a better model fit than the use of the untransformed data. All modelling used unweighted data. Table 1 describes the cigarette consumption habits and responses to questions on beliefs about smoking by respondents in each of the four countries. Smokers in Australia and the USA had higher reported consumption than smokers in Canada and the UK. UK smokers had the lowest frequency of thoughts about the harm of smoking to others, while Canadian smokers had the highest. A larger proportion of UK and Canadian respondents endorsed the belief that Table 2 presents the reported level of indoor restrictions and support for these restrictions among those who had been to restaurants in the previous six months for the four countries. Reported patronage of restaurants was generally high (84.2-94.4% of the respondents) across the four countries, but was lower in UK and Australia. There was also considerable variation in reported restrictions in restaurants by country, with Australia having the most extensive restrictions. Levels of reported restrictions correspond reasonably well with the levels of documented restrictions: 19.6% reported total bans where there were extensive documented restrictions, 7.8% reported a total ban where one was not documented, 11.4% with documented restrictions nevertheless reported no or limited bans, and 61.2% reported no total bans in accord with the documented situation. Support for smoking bans varied greatly by country, again being strongest in Australia (table 2) . For all four countries, those who perceived that there was a smoking ban in restaurants were more supportive of a complete ban than those who reported no total ban in restaurants. Although the focus of this paper is on national differences, it is worth noting that in California in the USA, which has had an extensive ban on smoking in restaurants and bars since 1996, 90% of smoking patrons reported total restaurant bans and 70% supported total bans.
RESULTS
Smoking restrictions in restaurants
Associates of support for bans were examined using logistic regression. Reported presence of a total ban and documented extensive restrictions were most strongly related to support (table 3) . Female smokers and those whose cigarette consumption was greater were less supportive of bans. Support increased with age, was greatest in Australia, and was higher among smokers who reported thinking about the harms of passive smoking more frequently, and among those who endorsed the belief that secondhand smoke can cause lung cancer in non-smokers.
We also conducted separate analyses of associates of support among those smokers who were subject to bans and those who were not. In separate analyses, we explored this by reported restrictions, documented restrictions, and the combination of both (excluding cases which did not coincide). As the results were similar for all these analyses, we simply report the results by reported restrictions in table 3. The results for those not subject to bans were very similar to the overall results. Where there was a reported total ban in restaurants, sex was no longer related to support, the relation with age was reduced, smokers from the UK were no longer less supportive, and the relation with thinking about the harms of passive smoking became marginal.
We also explored whether not smoking in situations where there were no reported bans was related to support for bans, and found it to be a strong predictor. Its addition to the regression model did not alter the strength of other relations. We also conducted the overall analysis for each country separately and generally found that the same model held in each country. There was one exception: in Australia, which has high levels of bans, the results of the model for all smokers was more similar to that for the analysis among those with bans: both sex and frequency of thinking about the harms of passive smoking were no longer significant predictors.
Among smokers who reported total bans, we examined the level of reported compliance with those bans. As can be seen from table 2, reported compliance was generally high, being highest in Australia and lowest in the UK. Logistic regression analysis revealed that reported compliance was higher where there were also documented bans (odd ratio (OR) 2.92, 95% confidence interval (CI) 1.34 to 6.38) and among those supportive of total bans (OR 2.53, 95% CI 1.59 to 4.03), but reported compliance was not related to the other variables, except for country. Specifically, smokers from the UK remained less compliant (OR 0.32, 95% CI 0.11 to 0.87). Moreover, the model was no different when examined for the four countries separately with two notable exceptions: in the USA, support for smoking bans was not related to reported compliance; and in Canada, adding information about documented bans was not related to compliance.
Bars
Reported patronage in bars in the previous six months showed some variation across the countries, with the UK having the highest and the USA the lowest (table 4) . Among bar patrons, there was considerable variation in reported restrictions, with Australia having the highest proportion of those reporting restriction in some indoor bar areas and Canada the highest proportion for total indoor ban. In California, which has banned smoking in bars, reports were much higher at 75%. Australia, by comparison, also had the highest percentage of smokers who supported at least some indoor restrictions. As in the case of restaurants, a greater percentage of smokers who reported total bans in their area supported a total ban in indoor bar areas than those who reported no total ban, and this was true for all four countries. Consistent with documented bans, smokers who reported bans in bars generally reported a ban in restaurants. Support for a ban in bars and restaurants was significantly correlated (r = 0.37, p , 0.001). Reported compliance among those who reported bans in bars was moderately high for the USA and Canada (72.9% and 68.8%, respectively), but lower for Australia and the UK. In those relatively few regions of the USA with documented bans (essentially California), reported compliance among those also reporting bans was even higher, at 82.5%, a level of compliance that was still much lower than for restaurants.
Logistic regression showed that the same variables related to support for bans in restaurants also applied to bars (table 5). In addition, both reported and documented restrictions in restaurants were also significantly related to support for bans in bars. When both reported and documented bans in restaurants were included in the model, there were no longer any significant differences among countries.
DISCUSSION
In considering the implications of this study, it is important to keep in mind that the sample consists of smokers. Nonsmokers have more positive attitudes to smoke-free areas. 10 31 This study is the first to examine both the prevalence of smoking bans across four different countries, and as such, our results revealed much about the psychosocial and behavioural effects of smoking bans in restaurants and bars and how these vary across the four study countries. Australia is leading the way in restricting smoking in restaurants, and Australian smokers most strongly support bans. UK smokers were the least likely to both report bans and to support them. In the USA and Canada, there was considerable withincountry variation, with California having higher reported bans and marginally higher support for total bans than Australia. Across the four countries, smoke-free restaurants were far more prevalent than smoke-free bars and support for smoke-free in bars was far lower, even where bans are in place.
The most important limitation of this study is in characterising what restrictions each smoker actually was subject to. We used both self-report and documented restrictions. Both have limitations. Getting information on jurisdictional bans below the level of state/province was not practical, so we were unable to document local ordinances where these are possible (USA and Canada). We were also not able to document proprietor-initiated restrictions. Further, documented bans need to be considered in the light of any exemptions. Governmental restrictions should be applied evenly within the jurisdiction, although implementation may vary. However, it is common for laws to have exemption clauses, where the consequences differ by type of establishment. For example, exemption of bar areas in restaurants effectively allows smoking in parts of those establishments, sometimes in the same physical space as the restaurant seating area, whereas, under the same law, restaurants without bars will have total bans throughout the premises. Thus what can appear from a superficial appraisal of the policy as a complete ban, can be experienced by smokers (or others) as quite different requirements in different types of establishments. This means that at least some of the apparent disparity between reported and documented restrictions may represent legitimate experiences grounded in real differences, not lack of perceptiveness by the smokers.
Reported restrictions also have limitations. Individuals presumably respond to questions about the existence of rules based on a mix of what they know to be legislated and what they remember experiencing at individual venues they visit. Thus it is possible for residents of a jurisdiction with total bans in restaurants but not in bar areas to perceive that smoking is allowed in some areas of some restaurants. Some smokers reporting restrictions where we report no extensive restrictions could be either responding to local jurisdictional initiatives (in the USA and Canada) or to proprietor-driven bans. Further, some of those reporting limited bans in areas where there are notionally extensive ones may be focusing on the exemptions, or areas of low compliance. Related to this, reports of limited restrictions can vary greatly in what is referred to: from total bans with limited exemptions to separate seating areas within the same space. Also, where bans exist, but are not complied with, smokers may think there are no real restrictions. Taken together, anything short of observation is unlikely to provide totally valid indices of what actually happens, and even here establishments with no formal restrictions may not have any smoking in them on some occasions. 7 The above limitations mean that this study (like all surveys) should be used with caution in estimating the prevalence of strong and effective restrictions on smoking in either kind of venue. However, this study is likely to be valid for identifying between country diversity and for predicting support for bans and reported compliance with smoke-free requirements. Here the results are consistent and robust, with essentially the same results found when we analysed as a function of reported restrictions, documented restrictions, or a combination of the two. Support for smoke-free environments is much stronger when they are mandated to occur or are experienced as being in place as was predicted. Further, where smokers have had comparable experiences (for example, restaurant bans) they are more likely to support bans in other areas, in this case bars. The cross-sectional nature of this study means that this, of itself, cannot be used to make strong causal links. However, there is now strong evidence that support for smoke-free policies in many kinds of venues, including workplaces and restaurants, increases following their implementation. 9 26 Taken together, this strongly suggests that at least part of the stronger support for bans where they are in place is a result of the better than expected experiences of them. In other words, the majority of cigarette smokers appear able to easily adapt and eventually support smoking bans whether they occur where they work, dine out, or drink. Perceived or experienced ability to adapt is also important.
Smokers who voluntarily did not smoke where there were no restrictions were more supportive of bans, and support for bans was also strongly related to compliance, at least as reported.
Support for restrictions on smoking in bars was less strong. This appears to be only partly due to lower levels of restrictions in bars. Although we found similar predictors of support, they accounted for less of the variance. Perceived or real synergistic effects of smoking and alcohol consumption 32 may be important here.
The results show expected effects for the smoking-related covariates: both the frequency of having thoughts about the harm smoking can do to others and the belief that passive smoking is harmful contributed independently as predictors of support for restrictions, while heavier smokers were more likely to be opposed to such restrictions. This pattern of results demonstrates that in addition to beliefs that passive smoking is harmful, the frequency of accessing those beliefs also contributes to the impact such beliefs may have in creating support for smoking bans. The role of the frequency of accessing such beliefs seems to be particularly important when bans are not in place. This result has implications for the design of public health campaigns designed to increase support for smoking bans.
There were some interesting sex and age effects. Female smokers were less likely to support bans (clearly in restaurants, marginally in bars). In restaurants, at least, this was clearest where they reported not being exposed to total bans. Support also increased with the age of the smoker in both venues. Again, for restaurants this effect was most pronounced where no bans were reported. Even after controlling for the covariates, there remained a country effect in support for restaurant bans with Australians being most supportive. This may be because of the pervasive nature of restaurant bans in Australia, or it could reflect some other unmeasured difference between Australian smokers and those from the other three countries. By contrast, when we included the measures of restaurant bans as predictors of support for bans in bars, the country effect disappeared. This is consistent with the more pervasive experience of bans in Australia being a key factor. The high level of support for bans in jurisdictions with documented bans is also consistent with this interpretation. It is possible that the pervasive bans on smoking in eating areas, even in bars, may be leading to more Australian smokers not smoking when visiting such establishments, as to smoke they would need to leave the area where they are seated. This would produce more experience of visiting bars and not smoking. However, as we did not ask about the specific activities our respondents engaged in, this remains speculative. The findings reported here have several implications for jurisdictions contemplating banning smoking in recreational venues such as these. First, public support (including among smokers) can be strengthened by both informing the public about the adverse health effects of passive smoking and by encouraging them to continue thinking about the issue. Once bans are implemented there will be less need for public information as the bans seem to be largely self enforcing and, once smokers experience them, rapidly become accepted. Second, there is likely to be greater opposition from smokers to bans in bars than in restaurants, but even here postimplementation opposition is likely to decline. It is not clear why support for bans in bars is less strong even where they are implemented. It could be because the experience is overall less positive for smokers than bans in restaurants, or it could be in part due to bans in restaurants still being a novelty. The latter is made less likely, in that support in California (essentially the only US jurisdiction with bans) was still at only a little over one quarter. However, the interactive adverse effects of alcohol and tobacco on health 33 mean that policymakers cannot afford to make a long term exception for bars. The policy strategy of moving first on restaurants and then to bars may be politically more feasible, but such a strategy should not require separate legislation; instead, it should specify a later implementation date for bars. In the present study, we found no clear evidence of strong widespread antagonism to bans in bars where they were in place, so policymakers can implement comprehensive bans in recreational venues confident in their practicality and general acceptability.
Compliance in restaurants was generally high and unrelated to beliefs about harms of passive smoking or cigarette consumption. Compliance was reported as higher where smokers support the ban, and was less in the UK. The latter finding may be due to failure to control fully for the contribution of having documented area-wide bans. As far as we know there are no laws mandating bans in restaurants in the UK, so any perceived bans would be those imposed by proprietors. This may explain their lower compliance levels. The high level of not smoking in the presence of partial bans in Australia, as compared to the other countries, is consistent with partial restrictions in Australia being more stringent. Many of the rooms used as restaurants in bars in Australia do not have any smoking even where there is a bar (proprietors' decisions). So patrons who use such places primarily to eat would need to move to another room to smoke, something that may often be inconvenient. Thus they may be less likely to smoke inside the establishment as compared with someone who can smoke in the same room, even though both report a partial ban. That support for bans is related to reported compliance suggests that gaining and sustaining public support for bans is a crucial aspect of trouble-free implementation. Once implemented, bans seem to be largely self-enforcing, but this may be dependent on smokers not forming strongly antagonistic views about them.
Care should be taken in generalising these findings to other countries, especially where cultural traditions are quite different or where smoking is more normative. That said, we can think of few countries with more established bar traditions than the four we have studied, so would be surprised if our findings for bars did not translate, or that there was stronger support in other countries, given a similarly informed population of smokers. For restaurants, cultural traditions are more similar, and we see no clear reasons to doubt that the broad findings would apply. Our results suggest a well educated population of smokers is likely to support bans, and once implemented, to comply. We can see no reason as to why this would not generalise.
Conclusions
The determinants of support for and reported compliance with smoking bans in restaurants and bars appear to be the same in the four countries we studied. Taken as a whole, this and other research strongly suggests that comprehensive smoke-free policies, once implemented, will attract support from smokers and compliance will be high. Both are likely to be increased by educating smokers of the need for the policies.
